Abstract
Introduction
Jejunal diverticulosis is an uncommon condition seen in 0.5-2.3% of all small bowel contrast studies, 0.3-4.5% of autopsies, and 2.3% of enteroclysis. It is generally a per operative finding which is noticed at the time of exploratory laparotomy. General clinical features of the patients are non-specific symptoms of chronic coliky abdominal pain, diarrhoea, malabsorption, distension, nausea and vomiting. Complications include perforation, diverticulitis, hemorrhage, enterolith formation and intestinal obstruction. Repeated diverticulitis results in formation of bands and adhesions and dynamic intestinal obstruction. We are reporting a case of multiple jejunal diverticulitis presenting as intestinal obstruction due to formation of multiple bands and adhesions.
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Case Study
A 56-year old male patient presented in the casualty of K.M.C, Katihar with extensive abdominal pain and multiple episodes of bilious vomiting for last two days. The patient had a history of multiple episodes of pain and occasional fullness in the upper abdomen for the previous two years. On presentation, the patient was found to be hemodynamically stable. Abdominal examination showed distension in the umbilical region and epigastric region with localized tenderness, guarding, rigidity with hyperactive bowel sounds. On per rectal examination we found ballooning with normal anal tone which was not blood stained. Blood examination showed raised TLC, blood urea and serum creatinine. Serum electrolyte was also deranged. Erect and supine abdominal radiographs revealed multiple air fluid levels. A diagnosis of acute intestinal obstruction was made after which an emergency exploratory laparotomy was performed. The largest diverticulum was 4x3x3 cm at the mesentric border with multiple adhesions in jejunum and proximal ileum forming a blind loop. A segmental resection of one and half feet of jejunum with end-to-end jejunojejunostomy was performed after removing all the bands and adhesions. The patient's post-operative course was uneventful and the patient was discharged on 13 th day after surgery. The histopathological examination of the specimen showed focal mucosal ulceration with submucosal edema and chronic inflammatory infiltrate, whereas multiple sections taken from diverticulae exhibited features of diverticulitis along with an area of stricture.
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Sommeringsin 1974 described Jejunal diverticulum is an acquired condition first and later by Astley Cooler. It is a false diverticulum characterized by herniation of only mucosa and submucosa in contrast to meckel's diverticulum, and lacks a muscularis propria.The incidence of small bowel diverticulosis is very low compared to colonic diverticulosis that is found in 15-40% of adults over 40 years of age. Only 0.07-1% of the population are affected by jejunal and ileal diverticulosis. Jejunal diverticulum is usually asymptomatic until it is associated with complications. The patient presents with chronic abdominal discomfort, bloating, dyspepsia with vague abdominal pain with nausea and vomiting. Complications occur in 15% of cases and include inflammation, obstruction may be dynamic or adynamic, perforation and hemorrhage. Adynamic intestinal obstruction is most common with jejunal diverticulosis occurring as a result of peritonitis, perforations, strangulation or incarceration of enterolith. The recommended treatment for jejunal diverticulum is resection, often performed as emergency surgery, and end-to-end jujuno-jejunal anastomosis to avoid further complications. For symptomatic diverticulum or bleeding diverticulum, the treatment is simple diverticulectomy by wedge resection followed by anastomosis taking precaution that lumen should not get narrowed.
Conclusion
Jejunal diverticulosis is often clinically asymptomatic with equivocal symptoms in uncomplicated cases resulting in delay in diagnosing the disease. Therefore, its treatment should start with integrated pre-diagnostic approaches like physical abdominal examination, abdominal radiograph and barium meal follow through to assess the patient for possible complications. As soon as the diagnosis is confirmed, a decision to proceed for immediate exploratory laparotomy is made for diverticular resection and surgical removal of bands and adhesions to prevent further complications that could lead to internal hemorrhage, perforation, intestinal obstruction, strangulation, enterolith formation and pus exudation. This relieves the patient and ensures an uneventful post-operative discharge.
